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Aim: This paper presents evidence on the impact of leadership development 
programmes on developing key competencies of clinical leaders in the Euro-
pean Health Sector. Methods: An International Leadership Development 
Programme has been used as a pilot to assess effectiveness on skills develop-
ment and leadership styles. A longitudinal pre and post-test design was used, 
with a sample of clinical professionals attending the programme within three 
years. A control group provided a method of isolating the impact of the pro-
gramme. Results: We found that participation in health leadership pro-
grammes has a positive impact on health professionals’ leadership potential; 
leadership styles and talent management. However, leadership qualities are 
also influenced by other factors such as national and organisational culture, 
structure and team dynamics. Conclusion: The European cases presented in 
this paper reveal that the higher the contribution of clinicians in management 
roles, governance, and administration is, the more efficient and productive 
their healthcare systems become. 
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transformation (Veronesi et al., 2018; Kyriakidou & Papagiannopoulos, 2018; 
Kyriakidou et al., 2017; Veronesi et al., 2013; Enock & Markwell, 2010; Hamilton 
et al., 2008) with the considerable complexity leading to an intense focus on the 
effectiveness of leadership at different levels (Auerbach et al., 2018). Effective 
leadership is enhancing local organisational cultures to deliver high standards of 
compassionate and safe healthcare services. Leadership is one of the critical de-
terminants in shaping organisational culture, and along with some other key 
performance indicators, it is, therefore, fundamental to ensure the development 
of the leadership behaviours, strategies and qualities of healthcare professionals 
(Veronesi et al., 2018; Kyriakidou & Papagiannopoulos, 2018; Kyriakidou et al., 
2017; The King’s Fund, 2011). Worldwide, the majority of systems consider the 
hybrid role of clinician-manager (such as Clinical Director) essential for health-
care effectiveness, overall organisational performance (Kyriakidou and Papa-
giannopoulos, 2018; Veronesi et al., 2018; Kirkpatrick et al., 2016) as well as for a 
range of other positive outcomes relating to local communities, healthcare users 
and other stakeholders (Kirkpatrick et al., 2016; Mountford and Webb, 2009).  
The project focuses on the health sector need for clinical leaders and the de-
velopment of the European Programmes for Healthcare Leadership and Devel-
opment. The key to this aim is to identify and meet critical personal and system 
needs with skills and competencies, supporting health leaders across Europe. For 
that purpose, this study critically evaluates the effectiveness of one international 
health leadership programme delivered in a group of Clinical international lead-
ers. The programme was delivered in the U.K. All surgeons who participated in 
the international leadership programme during 2015-2019 were included. The 
study was conducted in two phases. In Phase I, one of the researchers conducted 
individual in-depth face-to-face and telephonic audio-recorded interviews with 
sixteen thoracic surgeons. The Second Phase of the research study was focused 
on developing case studies derived from two in-depth interviews with two senior 
consultants and senior executive members of the European Society of Thoracic 
Surgeon. The data produced is based on their cross-national experience in dif-
ferent health settings.  
2. Exploring the Need for Clinical Leadership Development 
The health care sector operates in a context influenced by political, economic, social 
and environmental factors (Kyriakidou & Papagiannopoulos, 2018). In such an en-
vironment, with several forces affecting sector leadership (Figure 1) accompanied 
by constant reforms, the type of leadership required cannot be constant. While the 
basics of management skills remain (i.e. managing people, operations, budgets), 
other qualities peculiar to healthcare leaders also manifest. As Figure 1 demon-
strates, the sector has financial and human resource constraints and relies on effi-
cient leadership to ensure an appropriate and efficacious strategy to utilise the li-
mited resources available. Health sector leaders are committed to delivering to the 
patients, communities, and societies for which they have a responsibility and  
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Figure 1. Five forces impact health sector leadership (Authors’ development and elaboration). 
 
to the workforce in their organizations as well as to meet the expectations of 
“governance” stakeholders, including shareholders in private sector health orga-
nisations or government agencies in public sector ones (Turner, 2020, pp: 1-16). 
To satisfy such a diverse and wide-ranging group will require those in leadership 
roles to match up to stringent requirements in terms of capability and credibility 
and deliver excellence and transformation (including digital transformation) at 
times of volatility, uncertainty, complexity, and ambiguity. 
One of these is the knowledge of the healthcare system of the country for 
which they work. In the U.K., the involvement of Clinical leaders in Clinical 
Commissioning Groups and other executive roles has been echoed in health 
leadership literature, commissions and government reports (Francis, 2013). Re-
cent NHS leadership reports, commissions, and other government publications 
have considered clinician leadership development and engagement of para-
mount importance to improving patients’ quality and safety (MacPhee et al., 
2013; Mountford and Webb, 2009). For example, recent Patient Public Involve-
ment (PPI) reports published on Quality of Healthcare suggest critical im-
provements in healthcare services and quality can be effectively achieved by ac-
tively involved more consultants and patients in the reform process (Crocker et 
al., 2018; Daly et al., 2014).  
Still, the role of the clinical leaders remains quite unclear and complex rele-
vant research conducted in this studied area demonstrated that the involvement 
of health consultants as board members, Chief Executive Officers and other se-
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nior positions in hospitals varies in different countries (Veronesi et al., 2018; 
Kyriakidou & Papagiannopoulos, 2018; Dorgan et al., 2010).  
Reflecting on an increasing interest of health policymakers and practitioners 
in engaging clinicians in governance and management of health care organisa-
tions (The King’s Fund, 2012; Ham and Dickinson, 2008), Veronesi et al. (2018) 
argue that increased participation of clinician in strategic decision-making levels 
is likely to achieve for positive outcomes for the healthcare organisations. Simi-
larly, research from Clay-Williams et al. (2014) shows the importance of engag-
ing more clinicians in management and Clinical Commissioning Group roles as 
clinical leaders are capable professionals with on the job experience in managing 
the departmental structure and work process, patients outcomes, safety and 
quality issues as well as the capability for intelligent and informed actions in re-
gards to healthcare quality provision and organisational processes. 
Also, effective leadership from clinical professionals can make a difference in 
how organisations in the health sector operate and how they provide healthcare 
services. For example, Healthcare Leaders could 
• have a significant impact on organisational performance and culture (Gauld, 
2017; Reichenpfader et al., 2015).  
• Provide high standards of quality, safety, and patients oriented health care 
environment by implementing clear objectives among departmental teams, 
increased participation at all levels in an organisational hierarchy, continuous 
commitment to excellence, and innovation.  
• have “positive outcomes across a range of patient-oriented, staff-oriented or 
organisational measures including patient care quality and patient satisfac-
tion; employee satisfaction and organisational commitment; on organisation-
al productivity and team working and on interprofessional collaboration” 
(Jayaraman et al., 2018).  
• promote a mission and vision for compassionate and quality care amongst 
healthcare personnel, which in turn communicated and further implemented 
at all levels of front line health professionals (West et al., 2014). 
3. Effectiveness of Leadership Development Programmes 
Even though critical research studies (Hodzic et al., 2018; Nelis et al., 2009; 
Groves et al., 2008) have demonstrated the effectiveness of different approaches 
in enhancing leaders’ cognitive and emotional competencies within different 
sectors, the existing leadership programmes lack a reliable academic model or 
framework of skills, applicable to each sector needs such as Healthcare Sector. 
There is a limited amount of studies that measure the design of those training 
types, and usually without considering key information on training procedures. 
More specifically, the dismissal of training conception, its duration, and the ac-
tivities carried out have negatively impacted the validity of the process (Groves 
et al., 2008). In their meta-analysis investigation, Hodzic et al. (2018) conclude 
that leadership development programs based on ability models (Mayer et al., 
2002) are more likely to develop and possess higher outcomes to improve emo-
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tion traits than miscellaneous models. However, the acknowledged power of the 
development depends on the duration and the circumstances of those interven-
tions. 
The complexity to identify and apply the appropriate training type based on 
the needs and focus on the development plan that clinical leaders need to fulfil 
in a specific timeframe as set by their Personal Development Plan (PDP), con-
siders being one of the critical problems identified at this stage (i.e. development 
for consultancy level roles) (Pierrakos et al., 2006). While the success of using 
leadership and development training programmes for health professionals has 
been one of the critical issues raised by many scholars, Cherniss & Goleman 
(2001) suggest that different interpersonal skills and competencies could be im-
proved. To achieve that, they suggest that training providers should consider the 
differences between emotional and cognitive learning during their design and 
implementation of such programmes. Cognitive learning refers to the process 
where new knowledge added to neural circuitry. In contrast, emotional learning 
is a more sophisticated practice where changing personal and social behaviours 
(i.e., empathising, listening to better, controlling anger) and habits already learnt 
is also required (Perez-Lopez, 2019). In other words, “developing emotional in-
telligence requires to unlearn old habits of thought, feeling, and action that are 
deeply ingrained, and grow new ones” (Cherniss and Goleman, 2001). Reflecting 
on that, Cherniss et al. (1998) argued that in order to achieve effective manageri-
al performance, a health leader should develop the ability to use both emotional 
and cognitive competencies together in his daily professional practice. There is 
an increasing interest in the development of Emotional Intelligence qualities in 
healthcare field jobs. More specifically, there is an increasing focus on pa-
tient-centred health provision and demands (Pierrakos et al., 2017), which re-
quires not only delivering quality healthcare but also developing effective long 
term relationships and interactions (Pierrakos et al., 2016) with patients and 
other key stakeholders, which in return influences organisational effectiveness 
and performance (Warren, 2013). In light of the above, emotional intelligence is 
considered one of the key qualities to doctors’ professional competence frame-
work, essential to their communication skills, and critical for patient-centred 
care (Cherry et al., 2014).  
Emotional intelligence (E.I.) is the capacity to recognise our own and other 
people’s feelings, motivate ourselves, and manage emotions effectively our emo-
tions and others and us (Gardiner, 1983; Salovey and Mayer, 1990). There is 
evidence that work professionals with a high level of Emotional Intelligence are 
effective team-players, be able to cope better with emotional responses work 
stress and maintain higher job satisfaction (Kafetsios and Zampetakis, 2008). 
Doctors are expected to be caring, helpful, affectionate, have an unprejudiced 
empathetic approach, sufficient self-control, and maintain meaningful relations 
with their colleagues. Higher Emotional Intelligence in doctors plays a significant 
role in strengthening the doctor-patient relationship related to better patients’ 
quality services, satisfaction, and post-care outcomes (Weng, 2008; Payne, 1985). 
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4. Clinical Leadership Competency Framework 
(MLCF/CLCF) 
This programme has used as the theoretical framework the Medical/Clinical 
Leadership Competency Framework (MLCF/CLCF), which has developed in-
itially by the Academy of Medical Royal Colleges (AoMRC) and the NHS Insti-
tute for Innovation and Improvement (NHSII), in conjunction with the medical 
profession and NHS stakeholders (Royal College of Physicians, 2005). Later, the 
NHS Leadership Academy adopted it to develop doctors’ understanding of their 
role in managing and leading health services. 
The ILHP has adopted the MLCF/CLCF to address clinicians’ knowledge and 
critical competencies to be effective in their roles. The framework has been de-
veloped to ensure that leadership competencies will be incorporated into educa-
tion and training for all clinical professions.  
There are five domains in the MLCF/CLCF—Demonstrating Personal Quali-
ties, Working with Others, Managing Services, Improving Services and Setting 
Direction. Reflecting on the leadership competencies outlined in the MLCF/CLCF, 
it seeks to support clinicians develop the knowledge, skills, attitudes and beha-
viours required to be effective and emotionally intelligent team players; support 
others through their leadership roles, and make influential contributions as ap-
propriate. Subsequently, the framework was adopted as the “Leadership Frame-
work” for all health professionals working at NHS, within content for the pri-
mary five domains but with two additional domains as suggested by the NHS 
Leadership Academy for those working at senior levels in organisations (NHS 
Institute for Innovation and Improvement and Academy of Medical Royal Col-
leges, 2010). Therefore, it is fair to say that the CLCF supports clinicians in de-
veloping the leadership competencies that they will require in practice in their 
current work and at later stages in their careers as shown in Figure 2. 
 
 
Figure 2. Clinical leadership competency framework. 
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All programme materials, action learning, and coursework requirements 
support developing leadership in clinical settings and the knowledge base out-
lined in the following illustration of the Clinical Leadership Framework. Using 
this framework to develop the programme aims and objectives seeks to establish 
a stronger foundation for developing leadership capability across health care and 
delivering the changes needed to meet future challenges, and also to develop the 
leadership competencies required by the Clinicians to become more actively in-
volved in the planning, delivery and transformation of health services. 
5. Purpose of the Working Paper 
This paper seeks to explore the essential competencies of the clinical leaders in 
the European Healthcare Sector and how they may contribute successfully to-
wards the effective execution of their role responsibilities and organisational ef-
fectiveness. The international programme on Clinical Leadership for Thoracic 
surgeons, under consideration from this study, funded by the European Society 
of Thoracic Surgeons, demonstrated some key competencies that clinical leaders 
should possess to be useful in their medical practice leading their staff and pro-
mote change within their health organizations. The principal aim is to introduce 
and critically discuss: 
• Leadership development and change management.  
• Talent management in health leadership development. 
• The relation between Emotional Intelligence and its contribution to health 
professionals development and leadership (Kyriakidou et al., 2019). 
The project follows the successful process in which Goleman and Cherniss 
(1998) based their research. It consists of 3 days of onsite delivery sessions deli-
vered by professional and academic experts from Leeds Beckett University and 
the University of West Attica, who taught Thoracic Surgeons across Europe in a 
pre and post-programme. This course aimed to build knowledge of leadership 
and management in hospitals (Kyriakidou et al., 2019). In light of this, an un-
derstanding of principles and practicalities to manage different contextual situa-
tions provided. The designed sessions supplied a framework to success by 
equipping Thoracic Surgeons with the essential tools, competences and know-
ledge in order to be able to manage others in an emotionally intelligent way (Pe-
rez-Lopez, 2019).  
The programme’s objective was to advance the understanding of vital leader-
ship and management competencies through action-based learning. Also, par-
ticipants could use other styles where appropriate: affiliative, coaching, com-
manding, democratic, pacesetting, visionary (Goleman, 2000) based on their 
professional background, national and organisational culture influences and or-
ganisational structure and infrastructure. Self-awareness and people manage-
ment skills are also explored and assessed through psychometric tests and action 
learning activities. A considerable part of the programme focused on under-
standing business innovation and changed through action learning activities and 
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PDP action plans. The programme activities and taught lectures to enable the 
individuals to assess current work challenges, conducting a PESTLE and SWOT 
analysis to evaluate health sector issues and develop strategies for coping with 
challenges and change, and how to influence and persuade their stakeholders 
(patients, doctors, nurses, health management staff and many others).  
6. Programme Methodology 
The first session of the programme was an introduction to the programme con-
tent and structure, where clinical leaders had an opportunity to discuss leading 
issues that need to address. These issues are related to examining the concept of 
leadership in the health sector, business change and innovation, decision making 
and self-awareness and people management using emotional intelligence in their 
day to day practice. 
The second session was divided into two components. Primarily it was based 
on business processes where participants acknowledge leading innovation and 
change models and how they can apply them in their practice. The second ses-
sion’s key focus was to help the clinicians understand individual and organisa-
tional needs and challenges and explore innovative solutions to improve the in-
dividual, team and organisational performance and apply the appropriate me-
thods to influence people.  
The programme evaluation was based on the EQ-I tool, enabling the partici-
pant to reflect and develop their emotional intelligence and 1:1 feedback, ac-
cording to each need. After one month, participants attended an individual as-
sessment and feedback session with an EQi expert and received individualised 
coaching on their Personal Development Plan. Six months after, participants re-
ceived additional coaching and support and two reflective portfolios on critical 
areas for developing clinical leaders such as Leadership styles and EQi develop-
ment; Innovation and Change. 
All surgeons who participated in the international leadership programme 
during the period 2015-2019 were included: The study was conducted in two 
phases. 
In Phase I, one of the programme researchers conducted individual in-depth 
face-to-face and telephonic audio-recorded interviews with sixteen thoracic 
surgeons. Interviews were conducted in English and lasted from 45 - 60 mins. 
An interview schedule using open-ended questions guided the Semi-structured 
interviews with the clinical professionals on reflecting on their experiences 
within the leadership development programme and the range of skills yet to be 
developed. The interviews also helped identify enablers and barriers to clinical 
leadership the need to employ emotional competencies in the healthcare field. 
The Second Phase of the research study was focused on developing case stu-
dies as derived from two in-depth interviews with senior consultants and senior 
executive members of the European Society of Thoracic Surgeon. The data pro-
duced is based on their cross-national experience in different health settings.  
K. Niki et al. 
 
 
DOI: 10.4236/jhrss.2021.92015 239 Journal of Human Resource and Sustainability Studies 
 
7. Evaluating Key Clinical Leadership Competencies 
The focus of the interviews was on identifying critical competencies for health-
care leaders in the health care field. The table below shows the individuals res-
ponses obtained from the primary analysis. Direct quotes from participants are 
highlighted in each of the emotional competence’s themes. These quotes were 
taken from the interviews to help identify some critics to justify the analysis. 
From the interviews with surgeons, it was clear that clinical leaders have ad-
dressed the importance of effective communication with colleagues, patients, 
and families. According to all participants, communicating effectively and lis-
tening to others are considered essential competencies for the leaders as they 
help them evaluate situations effectively and make informed decisions leading to 
more significant personal and social outcomes (see Table 1).  
While the importance of using effective communication means to disseminate 
important information, being supportive and develop healthy interpersonal rela-
tionships has already been discussed, inspiring confidence and acting as role 
models to others are also of crucial importance (Perez-Lopez, 2019).  
In addition to the interviews data, the research project benefited from the 
feedback it has received from two influential senior leaders in the European As-
sociation of Thoracic surgeons with vast experience in working internationally 
and managing a multicultural healthcare workforce. The two European cases 
presented confirmed the clinicians’ vital role and demonstrated that “the higher 
their involvement in management and governance roles is, the more productive 
and resource-effective their health care organisations become” (Kyriakidou et 
al., 2017). According to their experiences, a clinical leader may become respon-
sible for financial resources, leading healthcare professionals, and being liable for 
the departmental performance.  
More specifically, thoracic surgeons must have the ability to manage workplace 
relations and deal with ambiguous situations appropriately by inspiring calm-
ness and confidence in others. This is in line with Stanley’s (2014: 6) study which 
stated that “approachability, being supportive, acting as role models, helping 
people, inspiring confidence and having excellent communication skills are con-
sidered the primary attributes that health professionals should possess”. 
Similarly, helping people and being supportive are at the core of their func-
tions as doctors. These attributes reveal the participants’ ability to show empathy 
with the patients by taking into account their emotions and acting accordingly 
via a defined set of actions and regulations. While critical competencies asso-
ciated with clinical leaders seem to align with most of the clinical professionals 
participating in this study, one of the respondents reveals that his national and 
organisational culture is responsible for developing reticence in his approacha-
bility to others in the professional environment. Keeping a distance, especially 
from patients, and retrying his emotions to protect himself was demonstrated, 
but his awareness of the need to express emotions appropriately and his willing-
ness to develop this competence further confirm the presence of this essential 
characteristic (Perez-Lopez, 2019).  
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Table 1. Surgeons examples of key clinical leadership competencies. 
Clinical Competencies Examples from professional practice 
Self-Awareness 
An effective clinical leader should 
demonstrate useful insights into  
recognising self and others’  
emotions. 
 
“Through the year, I am trying to 
manage my emotion effectively.  
My focus is to inspire my junior  
staff, engage and arrive at common 
purposes within teams—“I am  
better now in terms of how to  
handle people.” 
A competent leader is capable of  
controlling her own and others’  
emotions when critical  
situations arise 
 
“managing emotions are not only 
about my welfare or the patient’s...  
I have to work on dealing with  
other people’s emotional status  
and interests”. 
Dealing with pressures in  
emergencies, most surgeons  
have reported that they were  
aware of their difficulties managing 
expectations. Using their experience 
and good work ethics, they will  
manage to achieve a better working 
environment and work relationships, 
leading to better outcomes when  
making a decision 
 
“Knowing myself and the work  
situation has allowed me to handle 
better relations with others.” 
Emotional-Expression 
Some consultants participating in  
the interviews revealed that they did 
not have any problem recognising  
and expressing their emotions  
freely to other colleagues. However, 
they have admitted that before  
participating in the leadership  
development programme, they  
have experienced difficulty to  
control their anger in a difficult  
situation 
 
“now I take a breath first and think  
for a few seconds what I am going  
to say to express myself more  
diplomatically when I provide  
feedback on bad practices.” 
A tendency to avoid emotional  
expressions is seen by a Senior  
consultant participating in this  
study during his interactions with 
patients and junior colleagues by 
keeping distance and maintaining  
a cold attitude. A recognition that  
is sometimes bottling up emotions  
negatively affects his work  
performance is made, and  
willingness to develop this skill  
and provide constructing feedback  
on someone’s actions is shown 
throughout the conversation 
 
“I have to, and I want to make  
more efforts to improve my  
emotional expressions.” 
A recognition of the necessity to  
control emotions is recognisable by  
all participants as a key competency  
in this profession. A participant  
registrar from the UK NHS  
acknowledged that most  
situations require 
 
“The ability to stay calm and deal  
with my emotions later is positive  
for surgeons by remaining  
unaffected to what is happening.” 
Assertiveness 
Female consultants participated  
in the interviews reported the  
importance not only to express  
themselves appropriately to  
others but also to listen and to  
understand others’ point of view 
 
“find a common way according to  
the medical guidelines to treat the 
patients by talking face to face.” 
Sharing opinions and analysing  
pros and cons through effective  
communication with work colleagues 
and patients helps surgeons to make 
decisions with the best outcomes  
for clinical leaders and patients 
 
“I try as much as I can to say the  
right words to the right people at  
the right moment.” 
Communicating effectively with  
others is the key to discuss the pros 
and cons of a determined decision  
to be made. Also, when changes  
need to be implemented, good  
communication is crucial to  
make others understand and… 
 
“…change their opinions positively 
and come to a balance between  
what we all think.” 
K. Niki et al. 
 
 




and Interpersonal  
Relationships 
Efforts to maintain healthy  
relationships at work are made  
by organising activities in order  
to have experiences to share away  
from the workplace 
 
“We all go to work with a different 
perspective, positive attitude and  
with the feeling of knowing each  
other.” 
Most participants acknowledged the 
importance of working with people 
that have different personalities and 
needs. Efforts to resolve problems  
that might emerge leads to good  
relations with others, although  
these relations are… 
 
“…mostly professional and only 
maintained in the hospital. There  
is no social interaction after work.” 
A recognition and efforts to keep  
good relations with other doctors  
and nurses are seen as essential  
qualities in their profession to  
demonstrate care for them, especially 
when working many hours or in busy 
days. Getting to know each other out 
of the workplace is achieved through 
organising special events 
 
“Spending time with the team is 
something that benefits our  
personal and professional life.” 
Empathy 
A particular situation was described  
in which signs of empathy were  
shown through the difficult decisions 
to be made when treating Jehovah 
Witness patients 
 
“I feel frustrated because my main 
priority is to protect people’s life (…), 
but I need to obey to individual’s  
desire.” 
A case description was made  
where the clinical leader had to  
make a difficult decision regarding  
a life-threatening operation.  
The risk for the patient was high,  
but he empathised with the family  
who was pushing for an operation 
 
“I did my best to improve the last  
few months of his life and also to  
be supportive of his family.” 
Examples described by the participants 
were referred to as demonstrating 
empathy during constructive  
feedback on unprofessional practices 
and also when having to make a  
decision that was going to have a  
direct impact on others 
 
“I always struggle with decisions  
where patients are at risk and also 
when I do have to select one colleague 
to participate in courses to develop 
their medical skills. I have a restricted 
budget, and I always found it very 
difficult to choose which one from  
my team I would send for a  
conference or a development course.  
I feel responsible that my decisions 
have an impact on group synergy.” 
Flexibility 
Being resilient and flexible is seen  
in how an international health leader 
adjusts and adapts to a new healthcare 
system. All participants in the  
programme mostly highlighted those 
essential qualities. Even though all 
participants recognised the complexity 
of working in a very dynamic sector, 
they recognise their ability to be  
“open and flexible” to cope in a  
multicultural environment. 
In terms of flexibility, some clinical 
leaders stated that coming from a  
different European country tested  
their ability to adapt to different 
working environments effectively  
and efficiently. 
 
“Coming from a different system  
to the one established in the U.K.,  
I have no doubt that working in the 
well-structured health system in this 
country enhanced my professional 
experience, helped develop important 
skill-set and personal competences  
and deal effectively with different  
organisational culture. Cultural and 
working differences only affected  
me when I had to work back in my 
home city for a couple of years”. 
Most participants provided useful 
insights into the importance of  
being flexible and easily adaptable  
to fundamental competence  
changes in their professions. 
 
“There are a lot of imposed changes  
in the health care service all the time, 
and I need to follow them in order  
to perform at the desired NHS  
quality standards.” 
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Recognised as one of the essential  
skills for the clinical leaders to  
possess (primarily when operating), 
remaining calm and composite is  
the key to “keep my mind thinking 
professionally” and also because  
of the consequences as “(if) I lose  
my temper patients could be at  
risk in a matter of seconds.” 
Dealing with stressful situations  
every day when at work (primarily 
when operating), some participants 
admit that staying calm and taking  
a breath is crucial to “give direct  
instructions”. This, in turn, creates  
a positive feeling to other colleagues 
whose actions are reflected by how  
the clinical leader feels, which can 
“minimise the probability of  
something wrong happening”  
by effective communication. 
Being very common in surgery  
(primarily when operating),  
one European Senior Consultant  
reported the necessity to deal  
with stressful moments by 
 
“staying away from the situation  
for a few seconds, have a quick  
glass of water, and a big breath  
helps me to see things from a  
bigger picture.” 
 
Trying to keep himself composite  
and not let these moments  
overwhelm him to avoid the  
rest of the team feel stressed. 
 
Many similarities found between the delivery of the International Leadership 
Development programme for clinical leaders and the optimal process for emo-
tional intelligence development in organisations proposed by Goleman and 
Cherniss (1998). The preparation phase included assessing the needs to be 
addressed for the specific health care context while considering individuals 
personal strengths and limits. Also, it encouraged participation by linking the 
programme content and structure to their values and needs (Perez-Lopez, 
2019).  
The training phase characteristics involved maximising the opportunities for 
practice by producing innovative solutions to improve their performance and rely-
ing on methods to help the leaders influence stakeholders, i.e. staff members, pa-
tients. Enhancing insight was also achieved in this Phase by presenting and making 
participants understand the use of an appropriate range of decision-making strate-
gies in their operations as Thoracic Surgeons. The transfer and maintenance phase 
attained by allowing the learners to put into practice the use of the skills learned on 
the job, supported by reflective learning experiences, coaching and 1:1 feedback one 
and six months after they attended the programme and self-assessments carried out 
by the participants (Kyriakidou et al., 2019; Perez-Lopez, 2019).  
As a final step, the framework developed by Goleman and Cherniss (1998) es-
tablished the evaluation phase, which focuses on evaluating the improved per-
formance. The last stage results explored through evaluation of the improve-
ments in the workplace for the participants after the International Leadership 
Development Programme was delivered (Perez-Lopez, 2019).  
Developing the desired clinical leaders’ competencies requires first the identifica-
tion and exercise of critical emotional intelligence qualities such as self-awareness, 
managing one’s own and others’ emotions, the ability to motivate others, showing 
empathy and spreading positive emotions to maximise the potential of the team 
(Goleman, 1998). 
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Reflecting on Table 2 (Kyriakidou & Papagiannopoulos, 2018: 116-118), The 
search for identifying talented clinicians to lead traditionally focuses on expert 
knowledge, academic qualifications and outputs from their professional practice 
and as these are generally easier to articulate and evaluate against the selection 
criteria. Fundamental research studies have pointed out that the critical factors 
associated with performance improvement of hospitals are the following: cul-
ture, strategy, structure, excellent communication, leadership styles, physician 
engagement and performance, skills acquisition, training and development op-
portunities, effective channels of communication and dissemination of informa-
tion (Brand et al., 2012). However, critical qualities such as personality traits, 
business ethos, personal values, essential organisational behaviour characteristics 
and professional manner, and motivational drivers are equally of value to identify 
talents. As Table 3 shows, some person specification criteria as identified in clini-
cal leadership roles included: the determination to provide the mission and vision 
of professional practice and promote professionalism, ensure teamwork, enhance 
interprofessional collaborations with different stakeholders as well as the inclina-
tion towards lifelong learning through formal education, on the job development 
as well as participation in clinical leadership development programmes.  
 
Table 2. Talent management: Developing leadership, not leaders. 
Talented leaders/managers are a sine qua non of every Health Care System. 
Several years ago I had the opportunity to witness the Belgian Health Care System employed as  
a starting Consultant. Soon after commencement of employment I realized that the Department  
had all skills and expertise required to provide an excellent care to patients but was not able to  
identify well established, standardized and recorded standard operating procedures (SOP) for the 
postoperative management of patients. A common language amongst nursing, junior medical and 
senior medical staff members. 
Obstacles to overcome: 
1) Persuade team members of the need of such SOP in an established practice 
2) Engage senior team members with established ideas and habits 
3) Engage all 3 core teams of the Department (nursing staff, junior doctors, senior medical staff) 
The need was obvious but the message was challenging. Being a fresh member and not the most 
senior I spent a period of time preparing an appropriate business case tailored to the needs of the 
individual system based on evidence (preparation and tailor made presentation). 
I therefore identified and approached individual talents within all 3 teams who were respected 
amongst peers, were influential but also had the skills and the vision to identify innovation  
(identify talents). 
I offered a period of consultation, allowing the case to become embedded, listening and not just 
hearing comments and suggestions (team work, sense of ownership, opportunity to be heard). 
The most critical step was assignment of segments of the business case to individuals from all  
different teams with short cycles of auditing and insisting on deadlines (team work, healthy  
competition amongst team members, global engagement and ownership, team building,  
delegate responsibilities while coaching and keeping control, identify and employ different 
styles of leadership). 
At the conclusion of the business case and the successful implementation of SOP an official  
presentation was arranged in Hospital. It allowed other teams to witness a good piece of work,  
offered a well-perceived recognition to all who worked hard for the completion, teased out the  
talents within the team and awarded the enthusiasts and innovators of the team. The end result  
was rewarding as the business case was completed in time, was accepted by all team members as it 
had several individual flavors, and left a sense of satisfaction and pride to all those who had worked 
with passion and enthusiasm (sense of ownership, address and reward the talents, share good 
ideas and market them to a wider audience, keep talents engaged). 
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Table 3. Critical Competencies for Clinical Leadership. 
An example of participative clinical leadership was the start a single port minimally invasive 
thoracic surgery program in the Department of Thoracic Surgery in Ancona, Italy, in which I have 
been working for more than 20 years. In the early 2000s, the advent of minimally invasive thoracic 
surgery, keyhole surgery revolutionized our specialty. Our centre was experiencing a difficult period 
of reduced productivity.  
There was a need of an effective change that could boost the image of the unit and attract  
referrals.  
In that period I had the chance to observe this new technique from a famous surgeon. I  
immediately perceived this technique as a valuable change to introduce in our unit. A change 
that could: 1. Revitalize the morale and enthusiasm of the team and 2. Increase surgical referrals  
and productivity. 
The most important leadership skill to successfully implement this technique in our unit was my 
ability to set direction and communicate this to my colleagues. In that situation, it was critical  
to convince the team about the strategic importance of implementing the new technique.  
Communication was the key to the success of the program. In fact, the first step was to  
communicate my vision to the other team members and buy them in. I presented and discussed  
my vision and objectives with my colleagues in the context of the emerging needs of the unit.  
Using a participative leadership style I encouraged my colleagues to share their ideas and opinions 
engaging them in the process. This was important as they all felt part of the project even if they  
initially were not directly involved in the surgery. The stepwise approach was well defined since the 
start in order to avoid misunderstanding and win resistance. Taking into consideration the opinions 
of my team members, I was able to set direction by building a guiding team consisting of two  
surgeons, who started to learn and apply this technique and subsequently were able to tutor the  
rest of the team. This lead to increased surgical activity and productivity of the unit again. 
 
Clinical leaders should lead with purpose and precise outcomes. They are 
emotionally intelligent individuals who are led by their value code and ethos, excel-
lent interpersonal relationships with the people around them, empowering team-
working, democratic and participating leadership and inspiring others to make a 
difference through transformation and innovation in the professional practice. 
The clinical leaders participating in the study (Kyriakidou & Papagiannopou-
los, 2018: 116-118) also outlined a wide range of emotional competencies that 
are in line with the ones identified in the theoretical skills framework for health 
professionals, suggested by Warren (2013). Some key competencies that have 
been addressed are the following:  
• Awareness that helps them to comprehend situations and focus on them ap-
propriately by collaborating and working in teams to succeed;  
• The regulation concerning the ability to moderate emotions, which is fun-
damental to solving problems and maintaining healthy and professional rela-
tionships with others; 
• The compassion that demonstrated through connections and interactions 
with patients enables them to understand the emotional states of others;  
• Emotional intelligence itself, which led them to interact from a social pers-
pective through the ability to evaluate and understand how patients and 
co-workers react to a determined situation and act upon it accordingly (Ky-
riakidou et al., 2019; Perez-Lopez, 2019). 
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8. Concluding Remarks  
Increasing complexity in healthcare requires European Health Management 
Systems to develop clinical leaders who can identify both personal and clinical 
needs and deal with current challenges in their practice. They have to be able to 
shift and adapt quickly, are innovative, resourceful and competent, thrive on or-
ganisational change, inspire others and cope effectively with the uncertainty and 
resistance to change (for example, causes such as Brexit, pandemic situations 
such as COVID-19) for those they lead (Dolton et al., 2018; Veronesi et al., 2018; 
Kyriakidou et al., 2017; Kyriakidou & Papagiannopoulos, 2018; Enock and 
Markwell, 2010). Strong leadership is the critical driver of overall organisational 
performance, and well-constructed talent management systems remain critical 
to developing and retaining a thriving pool of influential healthcare leaders ca-
pable of meeting growing demands for high quality, cost-effective care. 
Moreover, innovative Human Resource practices may lead to a tremendous 
organisational cultural shift within main stakeholders involved in managing 
healthcare organisations, allowing and promoting new quality measures and pa-
tients-centred services and processes development. Also, they could assist in 
shaping learning and development opportunities and involvement of clinicians, 
healthcare professionals and other key stakeholders such as Clinical Commis-
sioners in key managerial roles and responsibilities. In such a way, clinical lead-
ers would be capable of exercising leadership and Emotional Intelligence, iden-
tifying talent within their hospital, and making informed decisions (Kyriakidou 
& Papagiannopoulos, 2018).  
The two European Cases presented in this paper also demonstrated the im-
portance of the leaders’ ability to set Direction, promote good practice and qual-
ity and safe services, and communicate effectively with health professionals at all 
levels. Effective clinical leadership and development are considered paramount 
in maintaining patients-centre services and promoting quality in the health sec-
tor (Veronesi et al., 2013; Montoute, 2013; Dorgan et al., 2010). 
While the possession of appropriate professional expertise as well as the iden-
tification of critical competencies are considered as essential criteria for screen-
ing and assessing a health professional’ creditability for a particular role/position/ 
responsibilities, personality traits and personal drivers also account for assessing 
a clinical professional’s potential for developing leadership qualities, hence pro-
motional opportunities into senior leadership positions (Kyriakidou & Papa-
giannopoulos, 2018). 
9. Limitation and Further Research 
Edmonstone (2014) argues that the focus on competency-based leader develop-
ment has limited effect on effective clinical leadership in the U.K., despite its 
potential usefulness, as evidenced in this study. Although a considerable discus-
sion has occurred on the need for clinical leadership competencies development, 
extensive evaluation of leader development programmes and large-scale evi-
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dence is needed in a further follow up study. Our paper discusses the added val-
ue of reflective case studies and the use of a control group in evaluating the ef-
fectiveness of a leadership programme in their professional practice and devel-
opment. However, the relatively small sample size limited the extent and depth 
of multivariate analysis that could be performed. The empirical study demon-
strated the impact such programmes have on doctors’ medical practice, espe-
cially engaging and within their health organizations. The paper provides an 
example of a framework of skills needed for clinical leadership development and 
a methodological way to evaluate clinical professionals’ leadership development 
programmes. 
Further empirical work is essential to explore the relationships between tar-
geted training and professional development interventions. However, interven-
ing at the level of the individual may not be enough. Future research should fo-
cus on the System-wide interventions and how those interventions impact clini-
cal leaders’ engagement in management and leadership practices through the 
different stage of the professional career.  
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